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Abstract
Early childhood trauma has been shown to have a significant impact on children’s development,
including their long-term physical and mental health. Recent research has shown these
experiences to be widespread, affecting significant numbers of people across all populations. The
effects of trauma lead many families to seek mental health services for their children’s emotional
and behavioral symptoms, in the hope of promoting their children’s recovery and resilience.
However, Spanish-speaking or bilingual families often face additional obstacles to obtaining
mental health treatment due to language needs. Emerging research has also begun to examine the
impact of bilingualism on the therapeutic alliance and services. Additionally, due to the onset of
the COVID-19 pandemic, many mental health services rapidly shifted to virtual services, also
known as telemental health services, which have unique advantages and disadvantages for
providing services to young children and families. This thesis will address the process of
working via telemental health with bilingual families during the COVID-19 pandemic. It will
also include two case studies from a children’s mental health clinic that illustrate these concepts
and their intersections.
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Introduction
Recent research has begun to acknowledge the critical impacts of early childhood trauma
on children’s development and physical and mental wellbeing. These manifestations of trauma
lead many families to seek mental health treatment. Due to changing demographics, increasing
numbers of families seek services available in Spanish and other languages other than English,
which can be a significant barrier in accessing effective care. Emerging research has begun to
examine the impact of bilingualism on the therapeutic alliance and mental health services for
Spanish-English bilingual children and families. Telemental health services have also become
more widely used in recent years, with a major shift to telehealth among many mental health
service providers at the onset of the COVID-19 pandemic. The pandemic itself has also been a
traumatic experience for many children and families, and its long-term impact cannot yet be
known at this time. Services provided remotely provide new opportunities and challenges in
treating underserved populations, including young children with exposure to trauma and
immigrant families.
The groundbreaking adverse childhood experiences (ACE) study showed an association
between adverse experiences in early childhood and negative health outcomes later in life (Felitti
et al., 1998). Since then, researchers have come to better understand the mechanisms by which
this association operates, in addition to a developing a greater understanding of how trauma
manifests in thoughts, feelings, and behaviors. Exposure to trauma can also lead to secondary
adversities, such as increases in family tension, and it can also impact the caregiver-child
relationship. As a result, it is important to have an understanding of the impact of early childhood
trauma in providing mental health treatment to children and families.
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Spanish-speaking and bilingual children and families often face many barriers in
accessing quality care in their preferred language. There is an increasing need for bilingual
clinicians who are able to provide culturally and linguistically competent services in English and
Spanish to Latinx families. A growing body of research has begun to examine the impact of
bilingualism on the therapeutic relationship, which is influenced by factors such as the role of
biculturalism and acculturation, and may manifest in several patterns, including code switching.
Attention to the training needs of clinicians providing bilingual services has also grown,
including the unique need of both heritage and non-heritage speakers. It is important for
clinicians who are providing services bilingually or fully in Spanish to have an understanding of
the implications of these patterns and dynamics and their impact on clients’ experiences.
Children and families have recently had to contend with the many changes across all
areas of their lives as a result of the COVID-19 pandemic, including a dramatic shift in how
mental health services are provided. While telemental health services have become more popular
in recent years, the pandemic accelerated this shift towards remote services as many providers
rapidly shifted their practice to virtual platforms. This change has important implications for
clients, particularly for engagement of young children and their families, and the modality offers
unique benefits and challenges when providing services to young children and families that
warrant further examination. Issues such as disparities in access to technology can create
significant barriers to families accessing services, but there are also many opportunities to
engage additional significant individuals in the identified client’s life as well as to reduce stigma
and travel.
I have seen how each of these themes has come to play a significant role in my clinical
work as a social work intern at a children’s mental health clinic in a large city in the United
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States. Many of the children I worked with had histories of early trauma and adversity and came
from bilingual or monolingual Spanish-speaking families. These families were also engaged via
telehealth due to the COVID-19 pandemic and experienced additional adversities due to the of
the pandemic. This thesis will examine the existing literature on these themes and describe their
impact on two case studies.
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Literature Review
The Impact of Early Childhood Trauma
Early childhood trauma is widely seen as one of the greatest public health threats facing
the United States (Felitti et al., 1998; Burke Harris, 2014; van der Kolk, 2014; Harris et al., 2007,
Kaplow et al., 2006). It is pervasive, affecting large numbers of children in all communities
(Burke Harris, 2014; Harris et al., 2007). Its effects are long-lasting, as experiences can be
reactivated long after they occur in reactions that are incomprehensible and overwhelming,
particularly for experiences that occurred in early childhood, as the individual may lack clear
memories of their experiences (van der Kolk, 2014). Young children in particular are at
increased risks for future mental health and cognitive problems due to disruptions to their
development caused by exposure to trauma (Ringeisen et al., 2009). These experiences also have
a significant impact on the caregiver-child relationship and the family system as a whole.
The ACE Study
The groundbreaking Adverse Childhood Experiences (ACE) Study examined the
relationship between adverse or traumatic experiences in childhood and later physical health
outcomes (Felitti et al., 1998). Its results demonstrated the significant mental, physical, and
social costs of trauma across the lifetime (Harris et al., 2007). While the researchers began with a
study of weight loss, they ultimately began to uncover information on subjects’ histories of early
childhood trauma and a link between childhood abuse and obesity, among other health-related
outcomes (Burke Harris, 2018).
The ACE study consisted of a questionnaire mailed to 13,494 adults who had received a
standardized medical evaluation at a large HMO, with a response rate of 70.5% (Felitti et al.,
1998). The questionnaire asked about seven categories of adverse childhood experiences:
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psychological, physical, or sexual abuse, violence against the mother, or living with a household
member who either used substances, experienced a mental illness or suicide, or was incarcerated.
The study revealed that 52.1% of respondents had experienced at least one ACE, 25% had
experienced at least two, and 6.2% had experienced four or more (Felitti et al., 1998). The study
also found a graded relationship between the number of ACEs and adult health risk behaviors,
such as smoking and substance use, and negative health outcomes, including depression, suicide
attempts, ischemic heart disease, cancer, chronic lung disease, liver disease, skeletal fractures,
and poor self-rated health (Felitti et al., 1998). While ACEs and physical health were found to be
positively associated, the study was unclear as to the mechanisms behind the relationship (Felitti
et al. ,1998). Additionally, 79.4% of study participants identified as white and 43% of
participants had graduated from college (Felitti et al., 1998), indicating that this is not a problem
affecting only poor or oppressed communities but a widespread problem that affects large
numbers of people across the general population (Burke Harris, 2018).
The authors of the ACE study highlighted the need for increased attention to prevention
strategies due to the prevalence of ACEs and their severe, long-term health implications (Felitti
et al., 1998). The results indicate the need for societal changes to support families and improve
the quality of family and household environments during childhood. The authors also
recommend training for physicians in recognizing and coordinating management and treatment
for individuals who have experienced ACEs, including increasing their confidence and skills to
be able to screen for ACEs and respond appropriately (Felitti et al., 1998). The ACE study was
significant in demonstrating a link between early childhood adversity and health outcomes later
in life, and this relationship has continued to receive significant research attention that has
developed our understanding of the mechanisms behind this effect and its implications.
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Research Since the ACE Study
Since the initial ACE study, additional research has examined how other stressors might
also impact long-term physical and mental health. Factors such as community violence,
homelessness, discrimination, foster care, bullying, repeated medical procedures, life threatening
illness, the death of a caregiver, or loss of a caregiver due to deportation or migration may have
similar impacts on children’s health (Burke Harris, 2018). These experiences can happen in all
communities, further indicating the pervasiveness of trauma. While low-income communities are
not the only communities that experience toxic stress, they often face higher levels of adversity
and have fewer resources with which to address the impact of these adversities (Burke Harris,
2018; Chu & Lieberman, 2010). An important limitation of the ACE study is that it did not
examine the potential cumulative impact of repeated traumas, as each traumatic experience was
counted equally whether the participant experienced the event once or multiple times (Harris et
al., 2007). More recent research has shown that traumatic experiences can often co-occur, and
multiple or complex trauma may lead to greater risk (Chu & Liebermann, 2010). For example,
many children who are exposed to domestic violence are exposed to multiple episodes of
violence (Clements et al., 2008). It is important to consider the cumulative impact these repeated
traumatic experiences can have on the developing child.
The ACE study showed an association between traumatic experiences in childhood and
later negative health outcomes, but it did not describe the mechanism by which this occurs
(Burke Harris, 2018). Since the ACE study, we have come to better understand these
mechanisms by which ACEs impact children’s developing bodies and brains, including how
early adversity can affect brain development, hormonal systems, and how genes are expressed, or
epigenetics (Burke Harris, 2014). Overwhelming, unanticipated traumatic reminders of early
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traumatic experiences can also lead to dysregulation of neurobiological, cognitive, affective, and
social processes that can also manifest in different ways depending on the individual’s
developmental stage (Harris et al., 2007), and we have come to better understand how these
issues can present.
Early adversity can have long-term impacts on the developing child’s stress response
system. There are three types of stress response. Positive stress response is normal and essential
and can occur in response to common life events, such as receiving an injection or the first day
with a new caregiver (Burke Harris, 2018). A tolerable stress response activates the body’s stress
response to more serious difficulties, and its effects can be temporary when buffered by a strong
support system and responsive caregiver (Burke Harris, 2018). For example, a child might
experience a tolerable stress response during their parents’ divorce, but if the parents are able to
remain committed to co-parenting and continue to support the child during these difficulties, its
effects will remain temporary. Toxic stress responses occur when the child experiences strong,
frequent, or prolonged adversity without adequate adult support (Burke Harris, 2018). Toxic
stress may be caused by factors such as exposure to community violence or child abuse or
neglect, and its effects can disrupt brain development as well as the development of other organ
systems. Repeated exposure to toxic stress can lead to changes in the stress response system, and
once this system is wired into a dysregulated pattern, it can also impact other organ systems,
including the neurological, immune, hormonal, and cardiovascular systems (Burke Harris, 2018).
Exposure to repeated toxic stress can lead to lasting changes.
Individuals exposed to high levels of toxic stress may have elevated levels of
corticosteroids, or stress hormones, and the impact of this can vary at different stages of
development (Burke Harris, 2018). In animal studies, researchers have found that exposure to
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elevated stress hormones inhibits early development and can lead to irreversible developmental
changes, with timing and duration of exposure also playing a significant mediating role (Burke
Harris, 2018). The stress hormones of traumatized individuals can also spike quickly and
disproportionately towards milder stressors and take longer to return to baseline (van der Kolk,
2014). While the exact impact of chronic exposure to elevated stress hormones can vary
depending on the individual, it can often present as memory and attention problems, irritability,
sleep disorders, heightened activation or suppression of the immune system, and other long-term
health issues (Burke Harris, 2018; van der Kolk, 2014).
Children who have experienced adversity are often also found to have changes to their
brain development. Areas of the brain affected by this include the areas responsible for planning,
attention, and inhibition (Walker et al., 2021). Trauma can also lead to physiological changes in
the brain’s alarm system, in addition to increased stress hormone activity, and can alter the
system separating relevant and irrelevant information (van der Kolk, 2014). These changes in
brain functioning and anatomical differences in brain structure are particularly notable in those
who have experienced adversity at an earlier age as well as longer duration and greater severity
of the traumatic experience, and these effects are still measurable at older ages (Chu &
Lieberman, 2010; Harris et al., 2007). Additionally, children who have many symptoms of PTSD
can also often develop a smaller hippocampus and higher cortisol levels (Burke Harris, 2018).
Recurring exposure to traumatic stress can lead to repeated activation of the fight or flight
system and hypervigilance, which may be adaptive in the moment but can have a long-term
negative impact (Burke Harris, 2014). When a child grows up in the context of repeated
traumatic experiences, they come to expect this heightened level of stress as the norm, and the
child anticipates repeated and unrelieved fear and pain, which can lead to behavioral changes
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such reduced exploration in play and hypervigilance, with the person constantly on alert for
danger (Chu & Lieberman, 2010; van der Kolk, 2014). Hypervigilance and hyperarousal can also
lead to distractibility (van der Kolk, 2014) and leave children more vulnerable to anxiety-related
problems, increased attentional difficulties, and difficulties with self-control and managing
finances due to higher levels of stress hormones (Clements et al., 2008). Treatment of individuals
who have experienced trauma often involves moving out of this near-constant fight or flight
response and reorganizing perceptions of danger (van der Kolk, 2014).
Recent research has provided a deeper understanding of many negative physical health
outcomes that are associated with early childhood trauma, building on the foundation established
through the ACE study. ACEs are a risk factor for many common and serious diseases,
regardless of race, income, and access to care (Burke Harris, 2018). Early adversity influences
the individual’s developmental trajectory and physiology, including increased risk of developing
chronic inflammation, lifelong hormonal changes, and greater risk for chronic illnesses (Burke
Harris, 2018). Additionally, childhood adversity increases risk for sleep disorders, and lack of
sleep can impact cognitive function, memory, and mood regulation (Burke Harris, 2018). There
is also a 20-year difference in life expectancy for individuals exposed to high doses of childhood
trauma (Burke Harris, 2014). ACEs are also associated with negative outcomes in long-term
mental health. As exposure to different types of trauma or violence accumulate, the risk of
psychiatric disorders increases, and these outcomes can lead to secondary stressors such as
family disruption, economic hardship, and relocation (Lieberman & Knorr, 2007).
A commonly held misconception is the belief that young children are not affected by
trauma early in life, particularly before the acquisition of language, because they do not
remember what happened (Lieberman & Knorr, 2007; Kaplow et al., 2006; Chu & Lieberman,
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2010). However, traumatic experiences occurring early in a child’s life can continue to have a
long-term impact on their overall wellbeing. Different forms of memories play an important role
in the lasting influence of trauma. Individuals have two memory systems: explicit memory and
implicit memory. Explicit memory consists of details of events and allows the individual to
remember things and the context of their experiences. This is linked to language systems and is
mediated by the hippocampus (Kaplow et al., 2006). Implicit memory involves the emotions
associated with events without details or context, and it is mediated by the amygdala and
connected to the body response systems that are activated when the individual is under threat
(Kaplow et al., 2006). Trauma is often stored in the implicit memory as fragments or flashbacks
rather than as a coherent narrative, and the individual typically remembers images, sounds, and
body sensations associated with the experience (van der Kolk, 2014). Early traumatic
experiences occurring before the development of language are often encoded as implicit
memories and continue to have an emotional impact on the child. For preschool-aged children,
who are developing their linguistic abilities, the caregiver plays an important role in coconstructing memories, and they help the child to encode and contextualize their experience and
develop narrative coherence (Kaplow et al., 2006). Thus, caregivers are central in supporting
children in understanding their traumatic experiences and in reestablishing a sense of safety.
Manifestations of Trauma
Traumatic experiences may present in many ways, and the symptoms that emerge depend
on a wide range of circumstances. Variables that can influence the impact of a traumatic event
include individual factors, factors specific to the traumatic event, and factors in the social
environment (Lieberman & Knorr, 2007). Individual factors can include age, developmental
stage, temperament, developmental delays, and history of emotional and behavioral problems.
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Factors specific to the traumatic event include intensity, proximity, injury or loss to the primary
caregiver, the extent of any physical injury to the child, and whether the event was recurring.
Availability of the caregiver as a support, caregiver’s ability to help the child cope, level of
family stress, ability of the family to cope with current stressors, and access to social supports in
the community comprise some of the factors in the social environment (Lieberman & Knorr,
2007). It is important to consider each of these sets of variables when assessing the impact of
trauma on an individual.
Age and developmental stage can play a particularly important role in how trauma
manifests. For example, in young children, symptoms of traumatic stress can often include reexperiencing the event through repetitive play and nightmares, avoidance of traumatic reminders,
appearing withdrawn or losing interest in play activities, and hyperarousal, which can result in
anxiety, irritability, impulsivity, sleep disturbances, and difficulty concentrating or sitting still
(Lieberman & Knorr, 2007). These symptoms are particularly important to bear in mind when
assessing young children, as DSM-5 diagnostic criteria for PTSD may not describe the
experiences of young children Chu & Lieberman, 2010). An alternative, developmentally
informed criteria, as well as developmentally sensitive assessment measures of trauma history,
general functioning, and symptomology are needed to better evaluate the experiences and needs
of young children who have experienced trauma (Chu & Lieberman, 2010).
Many children who are exposed to adversity experience internalizing symptoms.
Children exposed to intimate partner violence and other traumatic experiences have a higher risk
of internalizing behavior disorders such as depression and PTSD as well as low self-esteem
(Clements et al., 2008). They may also have higher rates of mood concerns such as difficulty
coping with frustration, intense fear, uncontrolled crying, sleep disturbances, and social
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withdrawal (Lieberman & Knorr, 2007). Trauma can also lead to feelings of shame, which may
lead to an inability to make eye contact, rapidly shifting moods and feelings, and numbing,
which may prevent the individual from recognizing when they are upset (van der Kolk, 2014).
Early adversity can negatively impact self-awareness, particularly sensory self-awareness, which
can lead to the individual becoming unable to identify what they are feeling or what physical
sensations mean, and the child may become out of touch with their own needs and have
difficulty caring for themselves (van der Kolk, 2014). As a result, treatment of early childhood
trauma can often include developing an awareness of inner experiences in order to be able to
address these feelings (van der Kolk, 2014).
Exposure to trauma can also manifest in externalizing behavior concerns (Clements et al.,
2008). Children who have experienced trauma may experience higher rates of mood and
behavior problems, including patterns of dysregulation including temper tantrums, hyperarousal,
and aggression, problems with attention and concentration, difficulties getting along with others,
and developmental regression (van der Kolk, 2014; Lieberman & Knorr, 2007; Harris et al.,
2007). ACEs may also manifest as attentional difficulties, poor academic performance, social
problems, poor impulse control, and impaired focus, which can create problems at school
(Walker et al., 2021; Burke Harris, 2018). These disruptive physical reactions can arise from
physical sensations and emotions that remind the individual of their traumatic experience (van
der Kolk, 2014). Concerns about a child’s behavioral manifestations of trauma are often first
evident when the child enters school, and schools often punish symptoms of traumatic stress,
such as tantrums, spacing out, and aggressive outbursts, and this can lead to school becoming a
traumatic trigger rather than a safe haven for the child (van der Kolk, 2014). These behaviors can
often lead to a caregiver deciding to seek mental health services for their child.
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Children who exhibit high levels of emotion and dysregulated behavior may receive
inaccurate mental health diagnoses, such as attention-deficit/hyperactivity disorder (ADHD),
mood disorders, and behavioral disorders when the traumatic origins of their behavior go
unrecognized (Kaplow et al., 2006). This is particularly true for children with no explicit
memory of the traumatic event, as they appear to be reacting out of context and have no way of
explaining their behaviors (Kaplow et al., 2006). Young children’s trauma responses can often
resemble symptoms of other disorders, and as a result, they can often be assessed inaccurately
and misdiagnosed as having developmental delays, difficult temperament, or behavior problems
(Chu & Lieberman, 2010). There are also links between certain disorders and trauma, including
ADHD, though understandings of the exact nature of this relationship are evolving. A survey of
40,075 parents found an association between children’s exposure to ACEs and parent-reported
ADHD diagnoses, with increased prevalence of ADHD among children with greater exposure to
ACEs (Walker et al., 2021). Traumatic stress and ADHD share symptoms of hyperactivity,
inattention, and impulsivity, and it is unclear whether these disorders are co-occurring or whether
these children are being inaccurately diagnosed (Walker et al., 2021). The most common and
validated ADHD screen tools do not assess for symptoms of traumatic stress, and it is important
for the diagnosing practitioner to also screen for ACEs and other social determinants of health
when assessing for ADHD (Walker et al., 2021).
Inaccurate diagnosis can lead to ineffective decisions when making decisions about the
types of treatment that may benefit a child. Additionally, factors that lead to greater risk of
experiencing trauma can also impact a child’s ability to access treatment. Exposure to ACEs is
often higher for families that face financial barriers, preventing them from accessing preventive
services and possibly playing a role in worsening behavior problems (Walker et al., 2021). Low-

17
income children are also more likely to be treated with antipsychotic medication, which can
make children’s behavior more manageable and less aggressive but also interferes with their
motivation, play, and curiosity (van der Kolk, 2014). For example, a study found that children
from low-income families are four times as likely as privately insured children to be prescribed
antipsychotic medication (van der Kolk, 2014). It is important to consider these barriers when
designing programs with the goal of supporting children who have experienced trauma. These
findings also highlight the need for improved training on trauma and its impacts for all
professionals working with children and families.
Applications of Research on Early Childhood Trauma
Recent research on the impact of trauma on child development demonstrates the
importance of providing support to children and families to prevent its severe long-term effects.
When trauma goes unaddressed, children are at greater risk for school failure, mental disorders
such as anxiety, depression, and PTSD, alcohol and substance abuse, and engaging in violence
later in life (Harris et al., 2007). This silence can also reinforce the isolation of trauma (van der
Kolk, 2014). These children often also come to be involved in other systems, such as child
welfare, law enforcement, substance abuse, and criminal justice, but these systems are not
designed to promote positive mental health, and the traumatic origins of the children’s behavior
is ignored (Harris et al., 2007). It is important to identify and address children’s traumatic
experiences proactively in order to mitigate these harmful effects.
Pediatricians have made significant changes to their practiced based on the findings of
the ACE study and additional recent research on the impact of trauma. Physicians now have a
greater understanding of the impact of childhood trauma on physical health, which had
previously been seen as purely a social or mental health problem, and the pervasiveness of
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traumatic experiences (Burke Harris, 2014). Pediatricians are in a unique position to identify the
effects of traumatic stress early on due to their regular contact with young children and families
(Burke Harris, 2018; Lieberman & Knorr, 2007). There is now a greater understanding of the
value of pediatric screening for ACEs, as the prenatal and early childhood periods are critical and
sensitive periods of development because the brain is particularly responsive to environmental
stimuli and can greatly benefit from rapid and effective intervention (Burke Harris, 2018).
However, trauma exposure is not consistently investigated as a possible factor in psychological
and behavioral problems in young children (Chu & Lieberman, 2010). There is still a significant
need to continue to educate professionals working with children across various disciplines about
the impact of early childhood trauma. Additionally, while our understandings of how trauma
comes to impact children’s development have improved, we know less about how to intervene
effectively, and there is a need for more research into how to best support these children and
families (Burke Harris, 2018).
Intervention on the individual level is critical to support children and families who are at
risk of experiencing trauma and those who have already been exposed to adversity. At the same
time, there is also a need to intervene on a societal and systemic level. Individual mental health
treatment often involves treating the symptoms of trauma and associated behaviors that result
from the child’s experiences rather than the root cause of their pain (Burke Harris, 2018; van der
Kolk, 2014). There are limitations to how much a therapist might be able to accomplish in
supporting a child’s recovery from trauma, and there is a need to address trauma more
comprehensively through prevention and community-level changes (Harris et al., 2007; Burke
Harris, 2018). Children who have been exposed to trauma often require more than just mental
health treatment, as they may continue to be exposed to the traumatic circumstances that caused
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the initial exposure, and all children benefit from access to safe neighborhoods and housing,
adequate employment for caregivers and family support, quality education, and reliable access to
medical care (Harris et al., 2007). Education can play a significant role in supporting families.
James Heckman, recipient of the 2000 Nobel Prize in Economics, has demonstrated the benefits
of quality early childhood programs that involve parents and promote basic skills for children in
oppressed communities (van der Kolk, 2014). It is also important to address the barriers to
receiving these essential services that many families experience, including stigma, poverty,
financial insecurity, inadequate housing, scarce employment, lack of affordable childcare, fear,
and intimidation (Harris et al., 2007). Addressing these barriers is important as a preventive
measure to limit trauma exposure from occurring and to promote healing for individuals who
have already been exposed to adversity.
The ACE study has received important criticisms about how it might be applied in ways
that serve to further discriminate against oppressed communities. Some have argued that ACE
screening may be used to label low-income children as “brain-damaged” or to create greater
stigma against these children in schools (Burke Harris, 2018). It is important for providers to be
mindful of these critiques and utilize ACE screening to empower and transform individuals and
communities by allowing for greater understanding of the causes of their distress and as a way to
validate and provide a new lens for understanding the context of the individual’s life and how the
past affects the present (Burke Harris, 2018).
Trauma and the Caregiver-Child Relationship
The caregiver-child relationship plays a central role in early childhood development, and
as a result, this relationship plays an important role in the treatment of trauma in childhood. This
relationship can also be greatly impacted by trauma. Feeling safe with other people is considered
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one of the most important aspects of mental health, and traumatized individuals recover in the
context of relationships that provide both physical and emotional safety (van der Kolk, 2014). In
promoting children’s recovery from traumatic experiences in mental health treatment, supporting
the caregiver and family can play a central role in enhancing the child’s mental health (Shapiro
& Gisynski, 1989).
Caregivers play a central role in evidence-based treatments for trauma in young children.
These models emphasize caregiver involvement, in addition to consideration of the child’s
developmental stage and the creation of a coherent trauma narrative that provides context and
meaning to the child’s experience (Lieberman & Knorr, 2007). Therapeutic services sometimes
focus on the primary caregiver rather than the child to ensure protection and appropriate
parenting responses to the child, which are important to a child’s recovery from trauma (English
et al., 2003). Promoting resiliency through the caregiver-child relationship is widely seen as the
most effective intervention, as parental functioning predicts child resiliency and response to
trauma (Chu & Lieberman, 2010).
Caregivers are typically responsible for identifying the child’s needs and accessing
treatment for the child. Children who may benefit from trauma treatment may not access these
services if caregivers do not detect the need for support. A survey of 959 infants who were
involved with the child welfare system due to alleged maltreatment were reassessed at school
entry to determine whether these children experienced service needs and whether these needs
were being met depending on whether the child was in foster care, adopted, or living with their
biological parent. At follow up, 50.3% of children were found to have cognitive or behavioral
needs, but many of these children were not receiving the services they required (Ringeisen et al.,
2009). Children living with their biological parents were more likely to have cognitive needs
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than children living with adoptive parents, while children who were adopted were more likely to
have reported behavior problems than children living with their biological parents (Ringeisen et
al., 2009). Additionally, children living with adoptive, foster, or kinship families were more than
twice as likely to receive services than the children living with their biological parents, possibly
due to ongoing involvement with child welfare services (Ringeisen et al., 2009). This study is an
important example of caregivers’ role in identifying and accessing supportive services for
children in order to promote their growth and resilience after facing adversity and trauma.
Certain factors can also hinder a caregiver’s involvement in a child’s treatment. Trauma
that occurs within relationships, such as child abuse, molestation, or domestic violence, can be
highly difficult to treat as the harm is inflicted by someone who is expected to provide love and
safety, in addition to removing the protective factor of a responsive and caring caregiver (van der
Kolk, 2014). Additionally, at times, caregivers and their children can have shared experiences of
the same trauma, which is particularly common with young children who spend significant
amounts of time with their primary caregiver, and both the child and caregiver may both be
experiencing symptoms of traumatic stress, with the worsening of symptoms in one potentially
exacerbating the symptoms of the other (Chu & Lieberman, 2010). Shared trauma such as
domestic violence can have a significant impact on the caregiver’s health and wellbeing, in
addition to family functioning and the quality of caregiver-child interactions, and these factors
are associated with declines in the child’s functioning, particularly in the areas of behavior
problems and health (English et al., 2003). It can also be challenging for the caregiver to support
the child after a shared traumatic experience due to the separation of the child and adult mental
health systems (Harris et al., 2007). In these cases of shared trauma, it can be valuable to help the
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parent learn to respond to the child’s behavior even when they may be experiencing their own
emotional turmoil as a central part of treatment (Lieberman & Knorr, 2007).
Caregivers’ own experiences of early adversity can impact their behavior towards their
children, resulting in insecure attachment or intergenerational transmission of trauma. Fraiberg et
al. (1975) describe the presence of “ghosts in the nursery,” or the reemergence of parents’
unresolved fears or feelings of helplessness from their own childhoods. Ghosts are “the ways in
which parents, by reenacting with their small children scenes from the parents’ own
unremembered early relational experiences of helplessness and fear, transmit child maltreatment
from one generation to the next” (Lieberman et al., 2005, p. 504). These early experiences are
often remembered with great detail, but the associated affective experience is either not
remembered or repressed (Fraiberg et al., 1975). These experiences are transmitted from
caregiver to child through frightening or frightened parenting behaviors (Chu & Lieberman,
2010). Ghosts in the nursery involve repetition of the past in the present, with the caregiver’s
negative reactions and attributions taking precedence over the child’s needs, and this can lead to
a child internalizing a sense of unworthiness and being undeserving of love, impeding healthy
development (Lieberman et al., 2005). In the presence of these ghosts, the baby is “burdened by
the oppressive past of his parents from the moment he enters the world. The parent, it seems, is
condemned to repeat the tragedy of his childhood with his own baby in terrible and exacting
detail” (Fraiberg et al., 1975, p. 388). Thus, problems in caregiving can often be
intergenerational (Shapiro & Gisynski, 1989). Additionally, a parent who is preoccupied with
their own trauma may be unable to provide responsive and attuned caregiving, leading to
insecure or disorganized attachment (van der Kolk, 2014).
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Caregiver involvement in treatment is even more critical in cases that involve ghosts in
the nursery or caregiver trauma. For healing, it is important to address the affect or emotion
associated with the caregiver’s adverse care-receiving experience rather than just factually
recounting what happened, and by accessing these emotions, the caregiver can gain control over
these frightening memories and not be compelled to repeat these patterns (Fraiberg et al., 1975).
Caregivers with insecure attachments with their own caregivers may also experience negative
transference towards the clinician (Fraiberg et al., 1975; Shapiro & Gisynski, 1989). This can
impede the working alliance and may be misidentified as resistance or a lack of motivation. The
clinician must work through this negative transference to establish trust with the caregiver to
support the growth of both the caregiver and child (Shapiro & Gisynski, 1989).
Caregivers’ experiences of attuned and responsive caregiving can have a positive impact
on the caregiver-child relationship, and it can serve as a buffer when the caregiver or child have a
history of adverse experiences. A caregiver is not predestined to repeat their own experiences,
and there are other factors that influence whether the past reemerges in the present (Fraiberg et
al., 1975). The cycle of maltreatment can be interrupted by “angels in the nursery” or “carereceiving experiences characterized by intense shared affect between parent and child in which
the child feels nearly perfectly understood, accepted and loved” (Lieberman et al., 2005, p. 504).
Angels and ghosts often coexist and are in tension with each other (Lieberman et al., 2005).
These memories of having felt safe with somebody, even long ago, can be reactivated in attuned
relationships in adulthood, whether in everyday life or in therapy (van der Kolk, 2014). These
experiences can serve as a protective factor and can support even the parent who received
traumatic or pathological caregiving in providing more attuned and responsive caregiving for
their own child, which can mitigate the effects of trauma for their child (Chu & Lieberman,
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2010). Accessing these feelings of vulnerability and memories of being protected and cared for
by an adult can support the adult in finding healing as well (Lieberman et al., 2005). Uncovering
angels and other strengths and protective factors can play a significant supportive role in
treatment.
Secure attachment with a primary caregiver is also an important factor in promoting
children’s resilience and recovery after trauma. The caregiver can be a valuable buffer for stress
and can set up a healthy stress-response system in early childhood (Burke Harris, 2018), while an
unavailable or frightening attachment figure can exacerbate the child’s stress (Chu & Lieberman,
2010). Secure attachment with a primary caregiver in the first two years of life is a predictor of
resilience (van der Kolk, 2014). During disasters, children typically follow their parents’ cues,
and if the parent is able to remain calm and responsive, the child can often survive without
serious psychological scars (van der Kolk, 2014). However, it is also impossible for the caregiver
to help regulate the child’s stress response when their own system is dysregulated (Burke Harris,
2018). Thus, there is a need to provide social support for caregivers to bolster their own and their
children’s mental health (Burke Harris, 2018; van der Kolk, 2014). It is also important to
recognize the potential impact of systems of oppression on caregivers’ ability to provide attuned
caregiving to their child. Any of the ACEs in addition to poverty can quickly overwhelm a
caregiver’s ability to cope and their ability to organize their internal resources to provide caring,
consistent, loving environments for the child (Harris et al., 2007). Greater support in the social
environment can help caregivers to be able to provide this sensitive response to their children
and buffer the negative effects of adverse events or trauma on their child’s development.
Recent research has shown the profound, long-term impact trauma can have on children’s
development, but there are also many factors that promote children’s resilience. In addition to
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responsive caregiving relationships and psychotherapy, many other factors can support children
in healing from trauma. Socioeconomic status, positive caregiver mental health, and the presence
of external support networks are some of the many qualities that are shown to support children in
recovering after exposure to trauma (Clements et al., 2008).
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Spanish-English Bilingual Families in Treatment
Recent years have seen increases in migration and globalization, which have led to a
greater need for bilingual and bicultural mental health professionals (Linder et al., 2018;
Gonzalez et al., 2015). However, Spanish-dominant Latinx individuals are underserved by the
medical and mental healthcare systems, and there is a lack of providers to meet the significant
need for services (Verdinelli & Biever, 2009; Castaño et al., 2007; Santiago-Rivera & Altarriba,
2002). Additionally, many providers who are already delivering Spanish language or bilingual
services have not received training to support them in providing effective services (Castaño et
al., 2007; Santiago-Rivera & Altarriba, 2002; Vaquero & Williams, 2019). This gap in culturally
and linguistically competent services creates a significant barrier for multicultural communities
in accessing adequate healthcare services (Estrada et al., 2018), and it is likely that this lack of
providers contributes to the low service utilization rate by linguistic minorities in the United
States (Gonzalez et al., 2015). A lack of providers can also create challenges in the termination
and referral processes when a staff member or trainee leaves a position, as it can be harder to
find providers to maintain continuity of care, and there may also be ethical dilemmas over
whether to share sensitive information not contained in the case record such as immigration
status (Gonzalez et al., 2015). Overall, there is a lack of research on the mental health needs of
Latinx communities and the needs of clinicians serving multilingual and multicultural
populations, and there is a need for a greater understanding of these issues (Vaquero & Williams,
2019).
Due to the shortage of Spanish-speaking providers, many settings have come to rely on
interpreters to meet the need for Spanish-language services. While interpreters can provide
access to services when a bilingual provider may have otherwise been unavailable, there are
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significant limitations to this approach. Interpreters provide literal translations, which can be
limiting, and the inclusion of an interpreter also requires sacrificing confidentiality (Estrada et
al., 2018). Additionally, poorly trained interpreters may commit errors such as omissions,
substitutions, oversimplifications, deletions of parts of the message, or message condensation, all
of which can result in replacing or changing the speaker’s intended message (Castaño et al.,
2007). The interpreter may also take on the therapist’s role and ask the client additional
questions, particularly if they have received inadequate training (Castaño et al., 2007). While a
shortage of bilingual providers results in many agencies using interpretation services, it is
important to note these limitations to use of interpreters in the therapeutic process.
Bilingual Language Acquisition and Development
There is significant diversity in language status and cultural identity among bilingual
children and families. Bilingual individuals can acquire both languages in many different ways.
Some individuals may be simultaneous bilinguals who acquired both languages at the same time,
while others may be sequential bilinguals who learned the second language after they had
already acquired the first language (Vaquero & Williams, 2019). Bilingual children can also vary
greatly in their dual language skills, as they can experience different proportions of each
language spoken in their home environment, exposure to different numbers of speakers of each
language, and varied quantity and quality of language input (Hoff & Core, 2015). Additionally,
Spanish-speaking communities reflect significant cultural diversity. The Spanish language is a
common cultural characteristic of a heterogeneous Latinx population that includes many diverse
nationalities and cultures (Santiago-Rivera & Altarriba, 2002). Families may also have varied
levels of language proficiency and acculturation, including differences within families. As a
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result, bilingual language acquisition may look different for each family depending on their
unique personal and cultural characteristics.
In order to acquire multiple languages, children require exposure to each language.
Children need exposure and opportunities to use each language for bilingual language
transmission to occur, and having different types of experiences in each of the two languages can
produce different patterns of bilingual proficiency in young children (Vaquero & Williams,
2019; Hoff & Core, 2015). For example, a child may attend a daycare that operates in English
and as a result develop a stronger school-related vocabulary in English, while they may develop
greater proficiency in Spanish when discussing family life. Quality and quantity of input in each
language also affects the child’s development of each language (Hoff & Core, 2015). Many
bilingual children come to be dominant in one of their languages, and they are more likely to use
the language they know better and then continue to make faster progress in the language they are
using more frequently (Hoff & Core, 2015). This can lead to a discrepancy between the child’s
proficiency levels in their two languages, and the child may not be equally fluent or comfortable
communicating in both languages.
Acquiring two languages can take longer than acquiring only one, and as a result,
bilingual children may sometimes lag behind monolingual children in single language
comparisons (Hoff & Core, 2015). Bilingual children develop their vocabulary at the same rate
as monolingual children and often know the same number of words, though this vocabulary is
divided between the two languages (Hoff & Core, 2015). Bilingual children tend to catch up to
their monolingual peers in grammar by age 10, and their vocabularies in each language tend to
be smaller than those of monolingual peers into adulthood, though this is not always the case
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(Hoff & Core, 2015). Strong dominance in one language can often lead the bilingual child to
perform linguistically at the same level as a monolingual child (Hoff & Core, 2015).
Parents often express concern that raising their child bilingually could negatively affect
the child’s development or create confusion, but this is a misperception (Vaquero & Williams,
2019; Hoff & Core, 2015). Children are able to distinguish between two languages as early as
infancy, and young children continue to show an awareness of which people in their environment
understand which language; while they may not get it perfectly correct all the time, they are not
randomly choosing which language to use (Hoff & Core, 2015). Bilingualism can also play an
important role in promoting a child’s healthy development, particularly cognition. There is a
strong correlation between bilingualism and cognitive development, with bilingual individuals
demonstrating superior performance in classifying objects, problem solving, role playing,
understanding science concepts, social sensitivity, and understanding complex instructions
(Santiago-Rivera & Altarriba, 2002). Cognitive skills also seem to transfer from one language to
the other, meaning that the child will be able to apply the skills they have developed in one
language in their other language (Hoff & Core, 2015; Santiago-Rivera & Altarriba, 2002).
Bilingual individuals have access to multiple ways of representing the world from early in their
development (Santiago-Rivera & Altarriba, 2002), which is an important strength in
understanding the world and its complexities.
Bilingual individuals frequently engage in language switching or code switching. Code
switching is common and begins early in life. Factors that can influence this pattern in young
children include language status (including majority/minority language status), proficiency,
exposure, and code switching in language input (Smolak et al., 2020). A longitudinal study of
bilingual Spanish-English speaking toddlers aged 31-39 months in San Diego, California
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examined language dynamics in free play experiences with a caregiver, including patterns in
code switching. Results showed that children with a higher socioeconomic status switched from
Spanish to English more frequently than children with lower socioeconomic status, who
switched equally in both directions (Smolak et al., 2020). The researchers hypothesized that this
difference could be attributed to language prestige, or the higher value placed on speaking
English in the United States (Smolak et al., 2020). The authors also argued that increased English
exposure, proficiency, and sociolinguistic awareness may lead to a greater shift towards English
(Smolak et al., 2020). Additionally, the children were found to be more likely to code switch
when their exposure to a language was low, demonstrating the impact of language proficiency
(Smolak et al., 2020). Code switching is common in bilingual children’s everyday lives, and it
presents in the therapeutic setting as well.
Bilingualism in Therapy
The experiences of clients and clinicians involved in Spanish language services is a
growing area of research interest due to the changing demographics of the United States. Areas
that have received greater attention include the role of code switching and culture in the
therapeutic process.
Code switching is common across many aspects of the lives of bilingual individuals,
which includes therapy. The choice of language used can also have an important impact on how
the client perceives and understands the experience being discussed. Language use affects
emotional expression and recall, as well as interpretation of events (Castaño et al., 2007;
Verdinelli & Biever, 2009). While a lack of a direct translation may at times lead an individual to
code switch to convey a particular thought (Santiago-Rivera et al., 2009), research shows that
code switching is intentional, predictable, and typically influenced by the context in which it
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occurs; it is not random or due to language deficits (Santiago-Rivera & Altarriba, 2002).
Emotional content is encoded differently in the two languages, which may lead to the client
feeling more able to discuss these experiences in one of their languages rather than the other
(Vaquero & Williams, 2019). Emotional words are associated with a broader range of emotions
in the first language, so code switching into the first language may facilitate greater access to this
vocabulary when discussing emotional topics (Santiago-Rivera et al., 2009). Code switching may
also serve a distance function or as a defense mechanism to avoid painful emotions associated
with an experience, as the speaker may use their second language to address issues that are too
upsetting to discuss in their first language (Santiago-Rivera & Altarriba, 2002). In a study in
which bilingual therapists were interviewed about their use of both languages, therapists noted
that clients used Spanish to express anger and switched to English when expressing fear,
possibly to create greater distance and to experience these emotions less intensely (SantiagoRivera et al., 2009). Additionally, experiences and their related emotions are encoded in memory
in the language in which they occurred, and as a result the client may switch to this language
because it facilitates their ability to remember and describe their experience (Santiago-Rivera et
al., 2009). These memories may even be inaccessible in the second language because they were
originally encoded in the first language (Santiago-Rivera & Altarriba, 2002). Clients may have a
preferred language depending on what they are discussing, and therapists should be aware of
how each language is used in the client’s life (Verdinelli & Biever, 2009; Castaño et al., 2007).
For example, parents of young children are more likely to use English when talking about
academics or for discipline, while they are more likely to express emotions, affection, and
nurturing in Spanish (Vaquero & Williams, 2019). Code switching can facilitate increased
emotional expression and self-disclosure in clients, as well as strengthen the therapeutic
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relationship (Vaquero & Williams, 2019). It is clear that engaging in code switching relates to
the emotional content of what is being discussed in the therapeutic space.
Clients who speak multiple languages may also perceive themselves differently in each
language. Bilingual individuals can also experience a dual sense of self, with two languages
representing two distinct ways of thinking, feeling, and interacting with the world (Castaño et al.,
2007). Individuals may also represent themselves differently depending on the language they are
speaking (Santiago-Rivera et al., 2009). In this dual identity, aspects of the individual’s identity
may be represented differently in each language, including differences in self-perception, which
may also be impacted by sociocultural influences (Santiago-Rivera & Altarriba, 2002).
Overall, code switching is a valuable therapeutic technique that can promote greater
access to client experiences, increase emotional expression, and facilitate the therapeutic process
(Santiago-Rivera & Altarriba, 2002; Santiago-Rivera et al., 2009). Bilingual therapists report
using code switching for a variety of functions in sessions with clients, including to build trust,
bond, promote disclosure, redirect, and increase client self-understanding and awareness
(Santiago-Rivera et al., 2009). It is important for the clinician to have an understanding of how
and why code switching may be used in the therapeutic relationship in order to strengthen their
understanding of the client and their experiences and communication.
Culture also has a major impact on the therapeutic process. There is significant diversity
among the Latinx community based on nationality, ethnicity, race, gender, and other aspects of
individuals’ identities. These cultural factors play a central role in the client’s experience of the
world and are important to incorporate into the therapeutic relationship. The clinician must also
be aware of different levels of differences, including differences within the family due to varied
levels of acculturation and language proficiency as well as differences between the client’s and
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clinician’s cultural backgrounds (Vaquero & Williams, 2019). It is important to address the role
of social identity directly in both clinician training and in practice situations (Linder et al., 2018;
Perez Foster, 1999). In a study of clients’ opinions of receiving therapy in English from a nonnative English-speaking trainee, many indicated that cultural differences were a greater barrier
than language differences, and many of the participants also reported that they would have liked
to have discussed cultural differences more overtly (Morris & Lee, 2004). The clinician can also
initiate direct discussion of cultural differences, as not discussing these differences can lead to
miscommunications in therapy or premature termination (Perez Foster, 1999). Cultural
differences can bring about misunderstandings and frustrations, but they can also offer new
perspectives (Linder et al., 2018). The clinician and client have an opportunity to respectfully ask
for clarification over aspects they do not understand rather than jumping to conclusions or
making assumptions about the other person’s experience (Morris & Lee, 2004), though this also
requires open and honest communication. It is also valuable for clinicians to have an
understanding of the client’s culture, including through the use of idiomatic expressions or
“dichos” which can advance the therapeutic work (Santiago-Rivera et al., 2009). It is important
for clinicians to maintain this awareness of the role of culture and develop an understanding of
the client’s identity and the meaning of this identity to the particular client.
Existing research on bilingual services in infant and early childhood mental health is
extremely limited, though this work can present unique linguistic considerations. Therapeutic
work with young children often requires dyadic work and active caregiver participation, which
can create challenges related to language use for the clinician (Vaquero & Williams, 2019). A
study of clinicians using one of two relationship-based frameworks, Child-Parent Psychotherapy
(CPP) or Floortime, with bilingual dyads provides insight into some of the themes that may
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emerge in this work (Vaquero & Williams, 2019). In these sessions, the bilingual dyadic
therapist often played the role of interpreter between a child and caregiver who might not share
the same dominant language, which adds another aspect to the goals of supporting the parentchild relationship and improving communication (Vaquero & Williams, 2019). In interviews
with the clinicians providing these services, several themes surfaced. The therapists frequently
discussed language selection for use in therapy, highlighting considerations of which language
might best support the relationship, with attention to the dominant and preferred languages of
both the child and caregiver (Vaquero & Williams, 2019). Clinicians also reflected on language
process within dyadic sessions and the natural code switching that occurred within sessions, with
clinicians often not fully aware of their own process when code switching. At other times,
therapists described intentional language switching to the caregiver’s preferred language in order
to convey respect for the caregiver, ensure the caregiver’s understanding, and to strengthen the
dyadic and therapeutic relationships (Vaquero & Williams, 2019). In other moments, the study
participants noted that the dyad switched to the clinician’s dominant language, which the
clinicians speculated could be due to the clinician’s language skills, cultural mismatch, or the
clinician’s physical appearance (Vaquero & Williams, 2019). Finally, the therapists noted several
challenges in providing dyadic therapy with bilingual and monolingual Spanish-speaking
families, including communication breakdowns due to language proficiency differences and
subgroups within the families differentiated by dominant language. Challenges for the therapist
include cultural misunderstandings to diversity among Latinos and concerns about not being as
effective or being unable to express complex therapeutic concepts in the case of non-heritage
speakers (Vaquero & Williams, 2019). Additional research on work with Spanish-speaking
bilingual and monolingual young children and their families would provide greater insight into
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the experiences of both families and mental health service providers engaged in this work.
Clinician Training Needs
Many clinicians are currently providing services in Spanish, and they face several unique
challenges. In providing bilingual services, both cultural and linguistic competence are critical,
and while most training programs address cultural competence, far less attention has been paid to
linguistic competence (Estrada et al., 2018; Castaño et al., 2007; Santiago-Rivera & Altarriba,
2002). As a result, many therapists encounter clinical challenges surrounding language use.
Many clinicians report they have learned to provide Spanish language or bilingual services
through self-study or trial and error, as they have not had access to training specifically
addressing the complexities of providing services to linguistically diverse clients (Vaquero &
Williams, 2019; Verdinelli & Biever, 2009). Challenges of bilingual therapeutic work for the
clinician can include translation of thoughts during session, use of technical vocabulary, and
understanding variations of Spanish, particularly for non-native speakers (Verdinelli & Biever,
2009). Additionally, bilingual clinicians are often overloaded with work, including more
demanding caseloads (Verdinelli & Biever, 2009), and they often take on additional
responsibilities such as interpreting for other service providers, translating documents, and
providing crisis intervention (Castaño et al., 2007).
Bilingual clinicians widely identify a significant need for additional training to better
serve clients. A survey of 22 providers of bilingual mental health services provides additional
insight into clinicians’ desire for greater training. Of the participants, 77% were native or
heritage speakers of Spanish, while the remining respondents had learned Spanish later in life.
Just 27% of all respondents had any formal training in clinical Spanish, while 86% said they
would like to receive training (Estrada et al., 2018). This shows significant interest among
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clinicians to receive additional education and support in order to be able to provide more
effective Spanish language services. The same survey reported higher levels of comfort,
confidence, and self-efficacy in conducting therapy in Spanish for native Spanish speakers
compared to non-native speakers (Estrada et al., 2018). This shows a need to provide even more
support to non-native speakers of Spanish who are providing bilingual services.
Vocabulary can also present an important challenge for bilingual clinicians. Many
clinicians who received their training in the United States developed their therapeutic vocabulary
in English, which can often make it challenging to find therapeutic terminology in Spanish
(Linder et al., 2018). This can be more complex when a clinician is working with clients from
various Spanish-speaking countries, as there are variations in dialect, in addition to differences in
culture (Estrada et al., 2018). Clinicians report frequently needing to translate thoughts and
concepts internally, which can make session slower and less fluid and natural (Verdinelli &
Biever, 2009).
In addition to vocabulary and translation challenges, some providers find that some
psychological concepts may lack cultural relevance (Verdinelli & Biever, 2009). Many mental
health professionals also experience difficulties in translating concepts and the therapeutic
process in a language different from that in which they received their training and developed
their skills (Castaño et al., 2007). A survey of 127 providers of Spanish language mental health
services who received their training in English at U.S. institutions, with 95% being heritage
speakers of Spanish, found that 52% of respondents expressed some level of concern about their
use of vocabulary in sessions while 58% expressed concern about applying concepts and theories
(Castaño et al., 2007). Over half of study participants had received no training in providing
Spanish language services (Castaño et al., 2007). While vocabulary use is a significant concern
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in providing bilingual services, it is also important for providers to develop their ability to
translate concepts that are relevant to the population being served in an understandable way.
It is important to also consider the language proficiency of clinicians who are serving
Spanish-speaking or bilingual clients. It is recommended that agencies verify the language
competency of therapists who claim to be bilingual, but this is not always done in practice
(Verdinelli & Biever, 2009). There is a significant need to establish linguistic and cultural
competency standards for bilingual mental health service providers (Castaño et al., 2007).
However, in general, there is a lack of appropriate measures to assess language proficiency,
including for therapists (Santiago-Rivera & Altarriba, 2002). Additionally, in evaluating
language proficiency, it is also important to assess clinicians’ understandings of nonverbal
communications, which can differ across languages and cultures (Santiago-Rivera & Altarriba,
2002). Agencies have an ethical responsibility to ensure their clinicians have an adequate degree
of linguistic and cultural competence if they plan to work with Spanish-speaking or bilingual
families.
Clinicians working with Spanish-speaking families often identify a need for structured
training that specifically addresses therapeutic work with bilingual families (Vaquero &
Williams, 2019). This training should include direct discussion of choosing which language to
use and how to manage language switching, particularly with young children who are still
acquiring or developing their language abilities (Vaquero & Williams, 2019). Additionally, nonLatino providers working in Spanish would benefit from training that addresses concerns such as
bonding, feelings of restriction when working in Spanish, fear of grammatical errors, isolation,
and disconnectedness, all of which could inhibit the therapeutic process (Linder et al., 2018).
Since this structured training is often unavailable to clinicians, many bilingual providers report
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using additional strategies such as talking around an unknown vocabulary word, using a
dictionary or the internet to find words, seeking help and support from other professionals, and
getting the client’s help in finding a word (Estrada et al., 2018). This shows how clinicians have
found ways to address their needs in the absence of more structured and organized training.
In addition to building linguistic competence, clinicians must dedicate time and learning
to understanding clients’ cultures (Morris & Lee, 2004; Estrada et al., 2018). The clinician must
develop their understanding of their cultural countertransference, or their reaction to the client
and their culture. This can involve reflection on cultural biases, such as an American value
system, academic and theoretical beliefs and practice orientations, personal ideas and prejudices
towards ethnic groups, and personal biases about their own ethnicity (Perez Foster, 1999). All of
this involves emotional work rather than cognitive efforts (Perez Foster, 1999). Additionally, it is
important for the clinician to develop an understanding of the diversity of cultures within the
Latinx community. Latin American includes many countries and a wide variety of subcultures,
and individuals may define their cultural background and other salient aspects of their social
identity in different ways. The clinician must develop an understanding of the Latinx community
as diverse and avoid generalizations about such a large group. In order to be prepared to better
serve Latinx individuals and better understand Latinx cultures, some clinicians providing
bilingual services recommend inviting immigrants as guest speakers to training programs to
share their experiences, providing instruction on bilingualism and biculturalism, and immersion
in a Spanish-speaking country if possible (Verdinelli & Biever, 2009).
Bilingual and bicultural supervision can also be an important support for clinicians
providing Spanish language services (Vaquero & Williams; Gonzalez et al., 2015; Castaño et al.,
2007). It is widely seen as valuable to receive supervision in Spanish with a bicultural supervisor
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who also understands cultural nuances (Vaquero & Williams, 2019). Bilingual supervision
should protect client welfare, promote the supervisee’s skill development, create an effective
supervisory relationship, and attend to the impact of language and culture on understanding in
both the counseling and supervision processes (Gonzalez et al., 2015). Consideration of the
supervisor’s language fluency and culture awareness, in addition to the general need to establish
equitable working relationships are also important factors, particularly if a bicultural supervisor
is unavailable (Gonzalez et al., 2015). Overall, supervision in the client’s preferred language is
believed to help the supervisee stay closer to the events, experiences, and language used during
the session, though there is limited research on best practices for bilingual supervision (Gonzalez
et al., 2015). While bilingual and bicultural supervision is highly valued, it is often unavailable
(Castaño, 2007). Additionally, a survey of bilingual mental health service providers also found
that those who had actually received bilingual supervision found it less useful than other training
methods, including courses on providing Spanish language services (Castaño et al., 2007).
Because many bilingual service providers often work with monolingual supervisors, it is also
important to build monolingual providers’ awareness of the challenges of providing bilingual
services (Castaño et al., 2007). Providing the resource of bilingual supervision and wider
discussions of language dynamics across an agency can be an important support for clinicians
providing bilingual services, and other forms of training can also be beneficial, particularly in
combination with supervision.
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Telemental Health with Children and COVID-19
The COVID-19 pandemic has changed the lives of nearly everyone globally, including
the lives of children and their families. Lockdown orders and other restrictions have led to
children continuing their schooling from home, while caregivers manage various stressors
including supporting their children in remote learning, financial stress due to lost wages and
unemployment, anxiety and fear of contracting COVID-19, and racial discrimination and
disparities in healthcare access. In many places, restrictions to mitigate the spread of the virus
have exacerbated social inequality as it has grown more difficult to access certain material goods
and income and increased exposure to violence in the form of abuse or community violence
(Wilke et al., 2020). As with any crisis those who are most impacted are often those who were
already the most vulnerable or oppressed in a society (Wilke et al., 2020).
Children and families have been significantly impacted by the COVID-19 pandemic and
related stressors. Families are experiencing increased social isolation, difficulty accessing
supportive or educational services, and economic difficulties, which exacerbate stress,
particularly for those who were already experiencing high levels of stress (Brown et al., 2020).
These stressors can impact the quality of interactions between children and caregivers (Brown et
al., 2020; Schiavo, 2020). Continual close contact while under stress is a risk factor for
aggressive behaviors and violence (Brown et al., 2020). Additionally, child maltreatment tends to
increase during times of stress, which is compounded by a lack of access to support services,
such as school, medical care, childcare, and social networks (Wilke et al, 2020; Brown et al.,
2020). While maltreatment may increase due to the added stress of the pandemic, these incidents
may also go underreported due to reduced contact with mandated reporters including school
staff, childcare providers, and social service agencies (Xu et al., 2020). Children living with
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elderly caregivers may also face additional concerns, including reduced stability and security, as
older populations are at greater risk for severe symptoms or death from COVID-19 (Wilke et al.,
2020; Xu et al., 2020). A survey of 362 grandparent kinship care providers found that material
hardship experienced by grandparent caregivers was significantly associated with higher levels
of parenting stress, with grandparent mental health partially mediating this association (Xu et al.,
2020).
Children also face greater mental health risk factors due to the pandemic and its
accompanying restrictions. Higher rates of anxiety, depression, and post-traumatic stress are
associated with the pandemic and its related hardships and have been well-documented among
children and adolescents (Schiavo, 2020; Ros-DeMarize et al., 2021). The pandemic may also
exacerbate existing mental health concern through isolation, loneliness, increased risk of
exposure to domestic violence and abuse, and a lack of access to protective school-based mental
health support (Thakur, 2020). The present situation has the potential for a lifelong impact on
developing children (Schiavo, 2020). Additionally, child mental health concerns can create stress
for caregivers, and the child’s care may require more time, energy, and financial resources from
the caregiver, which in turn impacts the caregiver’s stress level and mental health (Xu et al.,
2020).
In order to limit the spread of COVID-19, many healthcare and social services moved to
virtual platforms in order to continue to support vulnerable children and families during a time of
extreme stress. Telehealth is when a patient and healthcare provider use technology for the
diagnosis and/or treatment of a health concern, and it is often used when it is not possible to meet
in person (Martinelli et al., 2020). Similarly, telemental health refers to mental health services
that are provided virtually via telehealth platforms (Martinelli et al., 2020). Various mediums can
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be used to provide telehealth services, including video calls, mobile apps, telephone calls, and eprescribing (Martinelli et al., 2020).
A shift towards more widespread use of telehealth services was already underway prior to
the onset of the COVID-19 pandemic. In 2004, just 7,000 telemedicine visits were held in the
United States, while in 2013, 108,000 visits were conducted just among rural Medicare users
(Martinelli et al., 2020). The COVID-19 public health emergency has led to an acceleration of
this existing trend, as many providers of in-person services rapidly shifted to telemental health
services in order to continue providing care to existing clients. Additionally, there has been an
increased need for services due to increased stress caused by the pandemic, which agencies have
been working to accommodate while rapidly adjusting their services to telemental health
platforms (Racine et al., 2020).
There is a limited body of research on assessment and treatment in children’s telemental
health, but the emerging findings show telemental health to be effective in general (Myers et al.,
2015; Ros-DeMarize et al., 2021; Racine et al., 2020). Evidence suggests that clinicians and
families can and do build rapport and establish a therapeutic alliance via telemental health
(Martinelli et al., 2020). Services that are commonly provided via telehealth and that have
evidence demonstrating their effectiveness in this modality include CBT, school-based treatment,
suicide intervention, neurodevelopmental assessments, and parenting programs such as ParentChild Interaction Therapy (PCIT) and Triple P (Martinelli et al., 2020; Ros-DeMarize et al.,
2021). Additionally, telemental health is believed to provide a greater opportunity for
maintenance and generalization of skills outside the clinic setting, as the client is able to acquire
these skills in their home environment (Ros-DeMarize et al., 2021).
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A randomized control trial of 223 children with ADHD aged 5.5 to 12.9 demonstrated the
promise of telemental health. The children who participated in the study lived outside
metropolitan areas and had previously been treated in primary care settings (Myers et al., 2015).
In the study, children received telepsychiatry and caregiver behavioral training via teletherapy,
and they showed significant improvements in ADHD symptoms based on caregiver rating
(Myers et al., 2015). While this study shows promising results, there are also significant
limitations. Participants resided outside metropolitan areas, and 91.5% of the study population
was of European/white ancestry (Myers et al., 2015). It is unclear whether the study’s results
might be generalizable to other populations. However, the study shows the possibility that
telemental health could be effective in serving children with ADHD and in providing services to
families who otherwise may not have access to mental health services due to geography.
The expanded use of telemental health services may provide increased accessibility for
populations who have previously faced many barriers in receiving care. Over the past 10 years,
technology has already greatly improved access to behavioral services, which has accelerated
with the COVID-19 pandemic (Ros-DeMarize et al., 2021). Individuals may encounter many
obstacles to accessing in-person services, including location, time, stigma, long waitlists,
childcare, transportation, and many of these factors are more prevalent for those who live in rural
communities (Martinelli et al., 2020; Ros-DeMarize et al., 2021). Telemental health services can
provide greater accessibility for those who do not live near a provider or otherwise cannot access
services in person, including rural residents, youth of color, shy or anxious youth, and youth
experiencing homelessness or incarceration (Martinelli et al., 2020). The impact is especially
significant for those who live outside of metropolitan areas, who often have poor access to
mental health providers and evidence-based treatments (Myers et al., 2015). Additionally, youth
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who are considered “digital natives” may prefer telehealth over in-person services due to their
comfort with using technology (Martinelli et al., 2020).
While telemental health offers the possibility of expanding access to services, certain
factors many prevent some individuals from receiving remote services. Systemic challenges,
including income disparities, can also play a significant role in preventing families from
accessing remote services (Martinelli et al., 2020). Issues such as lack of access to reliable
internet and devices and technological literacy, especially for platforms not designed in the
client’s native language, may prevent individuals from participating in telemental health services
(Ros-DeMarize et al., 2021). These are significant barriers to access that are important to
consider as usage of telemental health service becomes more widespread.
There are also several pragmatic challenges to the use of telemental health. Issues such as
insurance coverage, internet and technology access, privacy, access to a safe space, quality
control, cost, and effectiveness with special populations such as young children, children with
severe developmental delays, and those with severe mental health or behavioral challenges
present significant concerns that may make telemental health services inappropriate in certain
situations (Martinelli et al, 2020). A child’s lack of cooperation can also be a barrier to receiving
virtual behavioral health services (Martinelli et al., 2020). These individual factors may make
telemental health a less effective option for certain families or groups.
Particular populations may face specific challenges in receiving telemental health
services, particularly those who have experienced trauma. There is a gap in research on the
effectiveness of providing trauma services remotely. Those who are receiving trauma treatment
virtually may experience logistical challenges such as a lack of a private space and technology
access as well as therapeutic challenges including the clinician’s potentially limited ability to

45
identify dissociative behaviors and affect, challenges in managing severe attentional difficulties,
exacerbation of symptoms due to isolation or increased time with a perpetrator, and other safety
concerns (Racine et al., 2020). Children who are processing trauma may also be reluctant to do
so in telemental health treatment due to a lack of a safe space or the continued presence of threats
or trauma reminders in the space where they are receiving services (Racine et al., 2020). There is
also a greater risk of exposure to additional traumatic experiences due to the current COVID-19
pandemic and its effects. Stress is a significant contributor to the potential for maltreatment, and
parents under significant stress may engage in harsher parenting practices (Brown et al., 2020).
This increased risk of exposure to abuse or neglect may go undetected at present due to fewer
opportunities to report, especially when schools are operating remotely (Racine et al., 2020).
Moreover, children who have experienced abuse, neglect, or other traumas can experience
challenges with attention and emotion regulation and dissociative symptoms (Racine et al., 2020)
which can further impede their ability to participate in telemental health services.
The COVID-19 pandemic has also led to dramatic increases in children’s screen time,
which can exacerbate existing mental health concerns and contribute to new issues. Children’s
screen time doubled by May 2020 compared to the same time period in the previous year, and
remote school has become the center of children’s social and academic lives, requiring increased
use of devices (Richtel, 2021). Additionally, children who were previously receiving behavioral
health services are largely now receiving these services virtually, adding to their already elevated
amounts of screen time. Excessive screen time is associated with poor sleep, sedentary habits,
aggression, mental health problems such as depression and anxiety, and physical health
problems, including obesity (Thakur 2020; Richtel, 2021). Virtual connections can also be a poor
substitute for physical play and other social interactions that allow children to learn how to
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handle challenging situations (Richtel, 2021). Increased technology use may also have
significant mental health effects, as children are able to escape unpleasant or uncomfortable
situations with ease by moving to a more pleasurable activity or escape real-life emotions
through virtual games (Richtel, 2021). We do not yet know what the long-term implications of
this increased screen time and use of devices might be for children’s development. It is possible
that these experiences may prevent children from developing the skills corresponding to their
developmental stage, including socialization skills and ability to manage and cope with negative
emotions such as frustration or sadness. This will be an important area of research in years to
come to better understand the unique needs of children due to circumstances surrounding the
COVID-19 pandemic and its effects.
Clinicians also face barriers to providing telemental health services due to varied,
changing, and unclear regulations. Prior to the pandemic, insurance companies had grown more
likely to accept telepsychiatry services for reimbursement, but they had been less accepting of
therapies provided via telehealth (Myers et al., 2015). Laws regarding the provision of telehealth
services vary by state, which can make care across state lines more complex, particularly in
relation to insurance reimbursement and recognition of licensure from other states (Martinelli et
al., 2020; Ros-DeMarize, 2021). Groups such as the Child Mind Institute have highlighted this
greater need for clearer laws and insurance regulations to support service providers and their
clients (Martinelli et al., 2020). While insurance requirements have largely been relaxed due to
the pandemic, it is unclear how these may change in the future, creating greater uncertainty for
the continuity of services
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Case Studies
Case One: Santiago
Santiago is a seven-year-old Dominican American boy living with his mother, Maria, and
19-year-old sister, Isabel in a two-bedroom apartment in a major U.S. city. He spends most
weekends with his father, who lives nearby. The family primarily speaks Spanish in the home,
and Santiago and Isabel are also proficient in English. His mother brought him for therapeutic
services due to concerns about his increased irritability, sad affect, occasional oppositional
behaviors, and confusion over family dynamics following his parents’ separation due to domestic
violence. Santiago’s parents separated three years ago due to domestic violence perpetrated by
his father against his mother. Santiago witnessed many of these episodes, and he intervened in
one instance to protect his mother. Santiago was never physically injured by this violence. Maria
reports that Santiago continues to experience sensitivity to fights between neighbors in their
building or outside, and he becomes very nervous when he hears arguing. Maria reports Santiago
met all developmental milestones within normal range and has been healthy since birth.
In addition to domestic violence, Santiago’s father engaged in sexually inappropriate
behaviors three years ago with Isabel, including watching pornography and providing her with
alcoholic beverages. After this incident, a child welfare case was opened, Santiago’s father was
criminally charged, and Isabel received an order of protection against Santiago’s father. Maria
chose to leave the relationship around the time of this incident, but she did not seek an order of
protection for herself against Santiago’s father as she did not want to interfere in their
relationship, as she believes Santiago is emotionally close with his father. An additional child
welfare investigation was opened approximately two years ago after Isabel hit Santiago with a
backpack, which Santiago’s father reported to officials, but the case was determined to be
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unfounded. Maria reports that Santiago’s father continues to harass her at work by calling her
employer to say negative things about her and asks Santiago about her and makes negative
comments about her to Santiago. While Maria finds these behaviors to be very painful and
upsetting for herself, she continues to believe it is important for Santiago to maintain a
relationship with his father, and she tries to ignore his father’s behaviors so she does not interfere
in their bond. Maria has limited social support and reports having no close friends and speaking
to her mother by phone only occasionally.
Santiago is enrolled in first grade at a nearby public school, where he is learning remotely
due to the COVID-19 pandemic. He had previously been classified as an English language
learner, but he was no longer receiving support for learning English by the time he began
receiving services due to his significantly improved English language proficiency. However,
Maria reported that Santiago was falling behind academically during remote learning, especially
in reading, as he becomes distracted and has difficulty concentrating. Maria expects Isabel to
support Santiago in completing his remote learning schoolwork, while Isabel reports she is
unable to do this because she is completing remote college classes and has experienced
depression as diagnosed by a therapist several years ago. These differences in expectations
related to supporting Santiago during remote learning have been a significant source of tension
within the family.
Santiago was diagnosed with Anxiety Disorder, Unspecified at intake. At this time, his
mother expressed interest in joining a parent support group to reduce her isolation and build
social support among other parents, though she was ultimately unable to join the group in the
brief time in which the family received services. Maria’s goals for treatment included increasing
Santiago’s ability to express his emotions verbally and improving communication between
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herself, Isabel, and Santiago, particularly regarding family changes. Maria easily identified many
of Santiago’s strengths, including his empathy for others, kindness, creativity, and a sense of
humor.
Santiago’s Treatment
Our first session together was held via a telemental health platform and was conducted
nearly entirely in Spanish. I met with Santiago and Maria at first together, then separately to
begin establishing rapport with each of them. Maria emphasized her worry about Santiago’s
school performance, highlighting this as a primary area of concern. She described her conflicted
feelings over whether to transfer him into a hybrid learning program as recommended by his
teacher, with some in-person instruction to help him catch up as well as some continued remote
instruction, which she ultimately decided not to do because Santiago’s father was not in
agreement with this plan. Maria and I discussed her concerns at home, and she grew excited in
learning that family sessions were a possibility and expressed interest in holding sessions that
also involved Isabel in order to improve communication for the entire family. I then met with
Santiago, who smiled throughout the session. While he largely spoke in Spanish, he began to
engage in code switching, including language switches within the same sentence. For example,
he listed his favorite colors as, “Azul, brown, rojo, gris, pink, and purple.” Maria rejoined the
session towards the end, as Santiago was showing me his favorite superhero action figures.
When I asked who Santiago plays with, he stated that he usually plays with his toys alone but
would like to play with his mother. Maria reacted with surprise, and she and Santiago discussed
finding time to play together. Maria’s ability to respond to Santiago’s needs and desire for
closeness serve as an important protective factor that also promote his resilience and recovery
from trauma.
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Santiago and Maria joined our second session 30 minutes late due a misunderstanding
over how to enter the telemental health platform. The session was spent primarily with Santiago.
He began by engaging in rapid code switching within sentences, demonstrating his bilingual
fluency. He spoke about his ability to switch languages whenever he wanted and continued to
switch as he did so, and he smiled and giggled. He then engaged in play with superhero toys, and
while playing he spoke primarily in English with limited code switching. He switched back to
Spanish when speaking to his mother towards the end of the session, showing his ability to
communicate fluently in both languages.
Maria and Santiago were able to access the telehealth platform without difficulty the
following week. Maria reported having been ill with a kidney infection, from which she was
slowly recovering but leaving her in considerable pain. She also described tension with Isabel,
which she identified both as a source of stress and also part of “normal teenage behavior.”
Santiago joined the session with a paper doll he had made. Maria engaged in play with Santiago
involving the doll and asked him questions about the doll’s family, friends, and preferred
activities. Santiago insisted the doll wanted to have a party in their home, and Maria responded
by pointing out there was not enough space for so many people in their home, and they engaged
in imagining solutions together. Their interaction was warm, with Maria joining Santiago in his
play and responding to the scenario he had created.
At our next session, Maria reported experiencing continued medical concerns and severe
physical pain, with her doctor having expressed concern over the negative impact of her present
stress level on her health. She described increased tensions with Isabel, particularly surrounding
Maria’s view of Isabel not providing sufficient supervision for Santiago while he completed his
remote learning and her continued concerns over Santiago’s academic performance. As a result,
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Maria had chosen to enroll Santiago in a daycare program where he could complete his virtual
schooling, and she described having visited the site together so he would know what to expect,
and she reported he had told her he felt comfortable and safe. Maria described feeling
unappreciated by Santiago and Isabel and overworked by her employer. Maria expressed sadness
over being unable to take time off from work during the upcoming holidays due to having used
vacation time earlier in the year to quarantine after Isabel had contracted COVID, with Maria
emphasizing that she would not have needed to take this time had Isabel been more careful in
following pandemic protocols. She also described receiving support from her partner of a year,
yet she also expressed feeling that she needed to end their relationship as she felt his presence in
their lives would be confusing to Santiago and interfere with his relationship with his father.
Maria grew tearful as she described escalating tensions with her daughter, and she moved her
body so the window lit her from behind, making her face difficult to see on the screen. She and I
discussed the value of self-care and ways she might begin to reduce her stress level, including
steps she had already taken to enroll Santiago in daycare and finding time to engage in
pleasurable activities with him, including dancing and listening to music, which they had
previously enjoyed. As our time ran out, Maria expressed guilt that she had taken the session
time for herself and that I had been unable to speak to Santiago, and I reemphasized the value of
taking time to care for herself so she could continue to be responsive to Santiago’s needs.
This session was followed by a three-week gap in services due to a scheduled break in
my internship placement. On the day we were scheduled to resume our weekly sessions, I
received an email from Maria informing me that she needed to cancel as she was feeling ill and
had a medical appointment and requesting to have the session the following week. In this next
session, Maria quickly passed her phone to Isabel for me to meet with her. Isabel immediately
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began speaking with me in English, and our meeting continued in English without code
switching. I began building rapport and getting to know Isabel, who described her ongoing
struggles with depression and anger, as well as conflicts in her relationship with her boyfriend
that were impacting her relationship with Maria. Isabel described Maria as her “best friend” and
independently spoke about recent tensions in their relationship, which she said they had begun to
work through over the extended break. I checked in with Maria, who confirmed Isabel’s report of
improvements in their relationship over recent weeks, and she expressed optimism about their
relationship returning to its previous level of closeness. She reported her health was improving,
though she was still experiencing physical pain. She also expressed continued concern about
Santiago’s school performance, as he would now frequently complain of feeling sick when he
was asked to do work at the daycare site. Maria had recently begun using a reward system with
Santiago, which she reported had been successful so far. Santiago joined the session briefly to
speak about new toys he had received, and he and I agreed to play with these toys and speak
more in our following session, due to time constraints. Santiago greeted me in Spanish, and he
then continued speaking about his toys in English. He switched seamlessly back to Spanish when
speaking with his mother to return the phone to her.
Santiago and his family did not attend their following appointment, and I was unable to
reach them at their scheduled time. Several days later, I received an email and text from Maria.
She apologized for their missed appointment, reporting that she had been experiencing a health
issue and gone to the hospital and had not returned home until very late. She also informed me of
her wish to stop therapy and thanked me for the help she had received. I replied offering a
termination session to say goodbye, but I did not receive a response nor any further
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communication from Maria. A letter was sent to the family to inform them of case closing
procedures, as per clinic protocols, and the case was discharged.
Evaluation of Treatment
I had no additional communications with the family after the abrupt termination of
services, and I cannot know exactly what led to Maria’s decision to end therapy. I considered
factors such as possible cultural or linguistic misunderstandings due to my identity as a nonheritage speaker of Spanish, the impact of the gap in services particularly after she had shared so
much of her personal emotional pain, and the role of her physical health and need for increased
medical care. These and other factors might have contributed to Maria’s decision. Ultimately,
since we were not able to discuss the termination process, I cannot fully understand what led to
Maria’s choice to end services.
Had our treatment continued, it would have been beneficial for me to have continued to
support Maria and Isabel in rebuilding their strong relationship and strengthening the family’s
communication as a whole, per Maria’s stated goals. We also did not have the opportunity to
begin to address the trauma that the entire family had experienced, which we would have done
had our engagement been longer. With what has been uncovered about the long-lasting impact of
trauma on developing children, this would have been a central part of treatment in order to
mitigate the long-term impact of the family’s experiences on Santiago’s physical and mental
wellbeing. It would have also been beneficial to explore Maria’s own early history and past
relationships to better understand her attachment style and the impact of exposure to trauma in
both childhood and adulthood on her present difficulties in maintaining intimate relationships
with friends and her partner. It also would have been important to have brought the focus of
treatment back to Santiago, as the identified client, while continuing to support the family system
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as a whole. Maria already demonstrated a strong understanding of the impact of trauma on
Santiago’s emotions and behavior, and our treatment could have provided a space for Santiago to
process his traumatic experiences and develop coping strategies to manage his feelings of fear.
Santiago might have benefitted from being able to discuss potentially ambivalent feelings about
his relationships with each of his parents. Coordination with Santiago’s school to provide greater
support for his learning would have also been an important part of ongoing treatment.
Additionally, a direct discussion of the impact of cultural and linguistic differences would have
been helpful in creating space to address potential gaps in understanding as they emerged.
While the family may have benefitted from continued care, there are also several
important protective factors that were notable even during their brief engagement that could
contribute to the family’s continued resilience and recovery. Maria presented as a responsive
caregiver with a strong understanding of her children’s emotional needs. She was responsive and
attuned to Santiago in their interactions and was able to engage in playful interactions with him
during sessions. Maria and Isabel also reported that communication in their relationship was
improving and their relationship returning to its previous level of intimacy and trust. These
factors can contribute to the family’s continued growth and resilience, even in the absence of
continued therapeutic treatment.

55
Case Two: Michael
Michael is a five-year-old boy of Dominican-American descent living with his maternal
grandmother Elena and his 16-year-old half-brother Carlos in an apartment in a major city. Elena
speaks Spanish, and while Michael can speak some Spanish, his dominant language is English.
Michael was referred for psychotherapy and medical management services by his therapeutic
nursery school because he was aging out of their program. He was diagnosed with ADHD in
early childhood, and he continues to present with symptoms of impulsivity, hyperactivity, and
distractibility. He often has difficulty regulating his body when agitated or excited, which results
in him jumping on furniture and throwing his body onto the ground, and Elena has expressed
concerns that Michael could injure himself when engaging in these behaviors. Michael also has
frequent tantrums, particularly when he is told no or is given directions he dislikes, and he has
difficulty following instructions from adults at home and at school. When he is frustrated, he
falls to the floor, kicks, hits the wall, and sometimes hits his face. He also has a poor appetite and
difficulty falling asleep. Michael takes several medications to help him regulate, including
Clonidine 0.3mg and Cyproheptadine 4mg at night and Concerta 36mg in the morning, though
Elena observes little difference in Michael’s behavior whether he is taking medication or not.
Elena also experiences significant health concerns, resulting in significant pain and limited
mobility. This impacts her ability to keep up with Michael, particularly given his typical activity
level.
Michael was removed from the custody of his biological mother at birth and was placed
in foster care until he was 11 months old, at which time Elena gained custody of her grandson.
Michael’s mother struggled with substance use, and she died of an overdose when Michael was
five months old. Elena is unsure if Michael was exposed to any substances prenatally, and she
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has limited information about his birth or early developmental history. Michael and Elena do not
discuss his mother or his time in foster care, and Michael calls Elena “mommy.” At intake, Elena
told the worker that Michael thought she was his biological mother and that he was unaware that
his mother had died, though during Michael’s treatment this was revealed not to be the case. She
also reported that Michael does not know his father.
Michael attends kindergarten in a small, self-contained special education classroom of 12
children. At school, he reportedly can be hyperactive and has difficulties staying on task and
remaining in his seat, behaviors that have persisted since preschool. Academically, Michael
struggles and has begun to fall behind his peers, particularly in reading. Michael has an IEP and
receives speech therapy, occupational therapy, and counseling at school. Michael spent several
months of the school year in remote learning, which he completed with significant support from
Elena, and he switched into in-person learning midway through his kindergarten year. Michael
reports that he enjoys school and has many friends in his class.
Goals for Michael’s treatment included developing a feelings vocabulary and learning to
better regulate his body through use of regulation techniques, in addition to Elena becoming
more confident in parenting Michael when dysregulated and supporting him through the use of
co-regulation strategies. Michael has many strengths that support his engagement in treatment,
including characteristics such as being curious, communicating, affectionate, caring, and
assertive. He also has several hobbies and interests, including playing video games, doing
artwork, watching cartoons, and playing in the park, though this has been limited due to the
pandemic. Elena identifies having no close friends, and while she engages in prayer, she does not
belong to a church community. She also receives assistance from a home attendant several days
per week in treating her medical conditions.
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Michael’s Treatment
Throughout this time, Michael and Elena have consistently attended and participated in
therapeutic services at the clinic entirely via telemental health. They were engaged remotely in
medication management services for seven months, and psychotherapy began a month later, as
the family spent a brief time on the waitlist after intake.
In our first session together, I focused on building rapport and getting to know Michael
and Elena. Michael immediately greeted me in English, as Elena laughed and spoke to me in
Spanish. As Elena and I spoke, Michael expressed surprised that I was able to speak Spanish,
exclaiming, “You speak in Spanish?!” Michael later said that he speaks only a little Spanish but
can speak in English. During this initial session, Elena shared concerns about Michael’s
behavior, including the challenges of supervising him during remote schooling while managing
her medical conditions and pain. Michael rejoined the session later with his favorite toys,
superhero action figures. After playing and speaking with me for a while, Michael sat next to
Elena, leaned against her, and asked her to tickle him. Michael repeated the request several times
in English, then gestured, and Elena then understood. They both smiled and laughed as Elena
tickled Michael’s feet. This interaction highlights one of the advantages of the telemental health
platform, as there might not have been a space for them to interact in such a comfortable and
relaxed way in a traditional clinic setting. This also allowed me to begin to understand how
Michael and Elena communicate and the warm and affectionate nature of their relationship.
In the following weeks, our sessions came to be structured such that I would meet with
Elena first for several minutes to check in before she would pass the phone to Michael, with
whom I spent the majority of our time. In these first weeks, Elena expressed a desire to have inhome support with Michael that would allow her to rest or attend doctor’s appointments, as his
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behavior had become difficult to manage during remote learning and due to her own medical
concerns. I initiated this referral, and Elena asked at the start of each session about the status of
this process before quickly passing the phone to Michael. The remainder of the time was then
spent with Michael as he engaged in play with his own toys. As Elena and his teachers had
described, I found that Michael had difficulty following instructions and he often did not respond
to direct questions, which presented a challenge to engaging in more directive activities. As a
result, these early weeks largely involved nondirective play with his toys as I narrated his play
and provided feelings vocabulary to help him to organize his experience. His play often centered
around themes of good guy vs. bad guy, power, and anger and fighting. I attempted to engage in
relaxation activities to support Michael in transitioning out of session to moderate success. Still,
Michael was largely able to remain on the video call for the full duration of the session. In fact,
even in the third session, he reported he was too tired to play, which Elena attributed to a long
day of remote learning, yet he remained on the call and engaged for 20 minutes.
Michael’s relationships with his biological parents were introduced approximately one
month into treatment. In a session roughly one month into treatment, Michael engaged in typical
nondirective play in a different room from where he typically played, and Carlos could be heard
in the background playing videogames nearby. After playing for several minutes, Michael stated
directly that his mother had died and he missed her, and he got up to show me a large, framed
photograph of his mother hanging on a wall. He began to climb onto furniture in order to get a
closer look at the picture, and Carlos began to yell at him to get down. Michael continued
climbing, and Carlos got up, picked Michael up, put him in the hallway outside this room, and
closed the door. Michael began to yell, and his eyes filled with tears. He said, “My brother hates
me” and then quickly changed the subject and began to use his action figures in a fighting
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scenario. This interaction provided new information, as Elena had previously said Michael did
not remember his mother, a common misconception about early trauma. I was also able to gain
insight into Michael and Carlos’ relationship and their patterns of interacting.
Several sessions later, Michael brought up his father’s absence in session and alluded to
his feelings about the telemental health modality. As Michael was engaged in play activities, he
asked me “Do you have a dad?” and stated that if I had a dad and he had a car, he would be able
to drive me to Michael’s home so we could play together in person. Michael explained that he
did not have a dad, but Carlos’ dad often came to visit with his car and would take Carlos to
different places. Michael’s comments show his curiosity and possible feelings of loss over his
father’s absence in his life and having no information about his father, in addition to his desire to
be able to engage in sessions in-person.
In the following weeks, I began to engage Michael in drawing activities to incorporate his
interest in creating artwork while also supporting him in remaining regulated during sessions.
This also allowed Michael to begin to utilize his developing emotion vocabulary. Elena
continued to express concerns about his tantrums and hyperactivity. The family was also
connected with a case manager who began the process of applying for in-home support for Elena
and Michael.
Towards the end of the last session before a three-week break in services, Michael again
raised the subject of his mother. He said several times in English that he missed his mother, and
Elena responded in Spanish that she was his real mother. Michael clarified that he meant his
other mother, and Elena turned to me and said that we would continue to discuss this issue in our
next session, said goodbye, and ended the call. This raised questions of how Michael’s mother’s
death is discussed in the family, as it appears to bring up complicated and painful feelings for
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both Michael and Elena. Addressing this loss could become an important area to address in
future treatment.
When services resumed three weeks later, Elena was often occupied at the start of our
sessions and quickly transferred the phone to Michael. In the first two sessions after our return,
he engaged in more active pretend play with themes of good guy vs. bad guy and rescue, and he
spoke about videos he enjoyed watching on his tablet. As Michael engaged in more active play,
Elena provided frequent redirection, prompting Michael to sit down and to listen to me. It is
unclear how Elena understands the play-based modality we were using in treatment, and this
presents a missed opportunity for psychoeducation on the importance of play for young children.
Elena cancelled the third session after our return from the break due to Michael being
very ill, and the following week she cancelled again and informed me that she and Michael had
both tested positive for COVID-19. Elena and Michael both experienced severe body aches,
fatigue, cough, fever, and chills, though neither required hospitalization. Elena asked to pause
therapy for several weeks as she and Michael recovered, though she agreed that I could continue
to call her to check on them. I continued to call Elena twice a week during their illness to discuss
how she and Michael were feeling and to offer to connect to any resources they needed, usually
speaking to Elena directly and at times leaving voicemails. Ultimately, all family needs were
met, and Elena was able to receive support from an extended family member, who dropped off
groceries and needed items for Elena and Michael. After three weeks, Elena informed me she
and Michael were feeling much better and were ready to resume services.
Michael and Elena attended sessions consistently after their recovery from COVID-19,
even attending session on Michael’s sixth birthday. In these first two sessions, Michael and
Elena demonstrated greater affection towards each other, sitting close together and cuddling and
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tickling each other during the session while they exchanged laughs and smiles. In the following
sessions, Elena consistently took more time at the start of session to engage with me and share
her concerns about Michael’s behavior, including difficulty falling asleep at night, continued
frequent tantrums, and poor academic performance. She also expressed concern about Michael’s
medication and her belief that the medication needed to be adjusted as she noted no difference in
his behavior whether he was taking medication or not. Elena and I also worked on plans to
conference with Michael’s other service providers, which she felt had taken on added importance
due to continued concerns about his behavior. We reviewed treatment goals and agreed to
continue to build Michael’s ability to identify his emotions and implement coping strategies, in
addition to developing co-regulation strategies Michael and Elena could use together.
In these sessions, Michael engaged in a variety of play activities. In our session following
his illness, he engaged in drawing a cartoon character who he said he had watched while he was
ill, and he spoke about how well he felt after having been so ill. Several weeks later, Michael
overheard his grandmother sharing her concerns about Michael’s behavior with me and
attempted to take the phone from her as she spoke to me. Later, when it was Michael’s turn, he
stated that he did not have tantrums, and he engaged in play with superhero toys with a theme of
aggressor/victim. The following week, he engaged in listening to music and singing along,
making it difficult to engage and redirect him. However, the following week, Michael presented
as more regulated and engaged in listening to a story and drawing. He spoke about experiencing
similar emotions to the character in the book, including feelings of happiness and sadness. When
speaking about sadness, Michael stated that he missed his mother which made him feel sad, and
he described having good memories of her.
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Issues with technology had a significant impact on Michael and Elena’s engagement in
services. Elena reported feeling uncomfortable and unfamiliar with the technology being used to
facilitate telemental health services. As a result, the family frequently arrived late, had difficulty
connecting to the videocall, and sometimes experienced abrupt disconnections and were then
unable to reconnect. The family also missed several psychiatry appointments due to Elena being
unable to access he email and thus unable to receive appointment reminders and the link to be
able to join the call. These concerns are unique to telehealth services, and they play an important
role in a family’s engagement in services.
Language also came to play an important role in treatment. In our sessions, Michael
consistently spoke in English, with the occasional use of Spanish words possibly to fill gaps in
vocabulary. Elena, on the other hand, spoke nearly entirely in Spanish. In their interactions with
each other during sessions, Michael would attempt to speak in Spanish, which often had many
English words mixed in. Elena would make requests of Michael in Spanish and add “please” to
the end. This shows how Michael and Elena found ways to communicate in spite of differences
in their dominant language. In our work together, I code switched frequently to interpret what the
other person was saying as a way to support communication.
In the weeks after their recovery from COVID-19, Elena began to describe challenges she
was experiencing in her relationship with Michael’s psychiatrist, who worked at the same clinic.
Sessions with the psychiatrist were conducted using an interpreter to support communication
between the psychiatrist and Elena. Throughout treatment, both the psychiatrist and Elena
reached out to me to clarify points that the other had shared during their sessions, beginning
early in Michael’s treatment when the psychiatrist reached out to clarify what the presenting
concerns were, as she was not getting a clear idea from her sessions with Elena. Later in
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treatment, the psychiatrist reached out to me to support her work with the family on reducing
Michael’s naps during the day to help him fall asleep earlier, but when I raised this issue with
Elena, she reported that Michael had never been a child who napped frequently and denied that
he currently took naps. Around the same time, Elena expressed that she felt she was not
understood and felt distrustful towards the psychiatrist due to a lack of change in medication
despite her escalating concern about Michael’s behavior and the fact that the psychiatrist met
exclusively with Elena and not Michael. Elena hypothesized that the interpreter could be playing
a role in creating added distance between herself and psychiatrist and that perhaps their
comments were being misinterpreted. These are important concerns that can present when
interpreters are used.
Evaluation of Treatment
Michael would have likely benefitted from a greater attention to the potential role of
trauma in his presenting symptoms. This might have involved providing psychoeducation to
Elena on implicit memory and the lasting impact of trauma, as she believed Michael could not
remember his mother. While Michael had very limited contact with his mother, he might still
have memories of her and of his caregivers in foster care, which could be contributing to his
current behaviors. Elena may also benefit from a stronger understanding of how attachment
develops and the potential impact of the change in caregivers Michael experienced at age 11
months. Elena may have also benefitted from having space to grieve and process the complex
emotions she may feel in response to the loss of her daughter, Michael’s mother. Michael would
benefit from continuing to learn to identify and cope with his feelings and continuing to have
space to speak about his mother and absence of his biological parents in his life. Dyadic sessions
could be a helpful way for Michael and Elena to grieve for their loss together and share happy
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memories of her. However, the immediate behavioral concerns are important to address as well,
Elena has identified this as a primary goal of treatment, particularly because Michael has
difficulty regulating his body and Elena is concerned he could accidentally injure himself. The
family would benefit from continued dyadic work to develop co-regulation strategies to help
Michael cope with big feelings and to help his grandmother feel she has the tools and greater
confidence in parenting him when he is dysregulated. Once Michael has developed more coping
strategies, he may benefit from treatment that addresses the loss and early adversity he
experienced.
Language also played a significant role in our work together. In our sessions, I often
switched between languages quickly in order to support communication between Elena and
Michael, and it was important to be able to understand each of them in their preferred language.
Elena clearly experienced challenges with other providers, such as the psychiatrist, who did not
speak her language and did not understand her culture, which she brought into our sessions to
seek support. A direct discussion of linguistic and cultural differences might have served to
further create space to talk about possible gaps in our understandings of each other in our work
as well. Additionally, it might have been interesting to have explored Elena and Michael’s
feelings about the differences in language proficiency between them and how this might impact
their communication and relationship.
Michael’s case also illustrates the challenges of providing remote services particularly for
a young child experiencing emotional and behavioral dysregulation. Michael was largely able to
engage in telemental health services, but when he began to feely silly or upset, he often turned
off the screen or walked away from the device. He also had difficulty in engaging in more
directive activities due to his existing difficulties with following directions from adults and the
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many distractions available to him in his home. In a clinic setting, it might have been easier to
reduce distractions and engage in more structured activities. Additionally, Michael was already
spending a large portion of his day using his tablet for remote learning and play, and telemental
health required additional attention to the screen. However, telemental health services also
provided important advantages, such as being able to observe natural interactions between
Michael and Elena or Carlos to have a clearer understanding of family dynamics. Additionally,
the family may have been better able to participate in telemental health services due to Elena’s
medical concerns, limited mobility, and severe pain. These are important considerations when
determining whether telemental health services are an appropriate option for a family.
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Discussion
These two cases share several common themes, including trauma in early childhood,
bilingual mental health services, and telemental health. Santiago and Michael had experienced
different forms of early adversity which manifested in different ways in each of their cases. Both
children were also raised in Spanish-speaking or bilingual homes, and these language dynamics
came to play a significant part in their treatment. Additionally, they participated in telemental
health services due to the ongoing COVID-19 pandemic.
Early Childhood Trauma
Santiago and Michael had experienced different forms of trauma at different stages in
their early development, which influenced their memories of the event. Santiago had witnessed
domestic violence perpetrated by his father against his mother, and he held explicit memories of
what he had seen. Michael was separated from his mother at birth, entered into the foster care
system, and was placed in the custody of his maternal grandmother at age 11 months. These
changes in caregiver at such a critical developmental period for forming attachments could be
held as implicit memories for Michael, meaning that he does not remember these events directly,
but he may remember emotions associated with these experiences and his body may respond
accordingly.
Each child’s behavior was also impacted in different ways due to their histories. Santiago
experienced anxiety and hypervigilance due to the violence he witnessed, and his presentation
was clearly and directly influenced by his experience. Michael experienced symptoms of
hyperactivity, tantrums, and emotional and behavioral dysregulation, which can be associated
with both early trauma, ADHD, or both. In both cases, these behavioral symptoms created
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challenges in functioning at home and school, contributing to difficulties at school with behavior
and academic performance.
Family functioning was also impacted by the child’s traumatic experience and symptoms
in both cases, creating a significant secondary adversity of elevated tension in the home.
Santiago’s mother had also been directly affected by the violence in the home, a shared trauma
for both of them which could impact her responsiveness to Santiago’s presenting behaviors. His
difficulty focusing at school and declining academic performance also created conflict between
Santiago’s mother and sister. Michael’s grandmother shared his sense of loss surrounding the
death of his mother. Additionally, his behaviors were experienced as very challenging for her,
particularly in light of her medical concerns that made it difficult for her to keep up with a very
active child, creating elevated tension between them. As a result, trauma continues to impact the
caregiver-child relationship in both cases. An area for further consideration could be the
caregivers’ own early histories, including potential exposure to trauma, as the caregivers may be
reenacting patterns of caregiving they received in their own childhoods or responding to triggers
that remind them of their own traumas.
Services with Spanish-Speaking Families
Bilingualism played a significant role in family relationships for both Santiago and
Michael. Each child had a different level of proficiency and comfort in each language, and this
impacted communication within the family. Santiago had a high level of fluency in both English
and Spanish and feels equally comfortable in both languages. His ability to communicate in
Spanish with his mother about everyday concerns as well as deeper emotional concerns serves to
strengthen their relationship and build closeness. In contrast, Michael feels more confident in
speaking English, which presented a barrier at times in communications with his grandmother,
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and they each often had to repeat what they had said several times for the other to understand.
This may present a greater obstacle as Michael comes to process the loss of his mother and early
adversity with his grandmother. As a result of their different levels of proficiency in English and
Spanish, physical affection has come to take on an added importance in the relationship between
Michael and his grandmother, and they maintain their warm and caring relationship with each
other through touch.
In both cases, the bilingual language dynamics played an important role in treatment. I
followed each child’s lead in determining which language to use in individual work while giving
greater emphasis on the caregiver’s dominant language in dyadic work in order to show respect
for the caregiver. With Santiago, this involved frequent code switching, while with Michael,
sessions were conducted fully in English. Work with both caregivers was also conducted in
Spanish. In Santiago’s case, dyadic work was also conducted in Spanish, as both he and his
mother are fluent and able to communicate their emotions and ideas in Spanish. In Michael’s
case, dyadic work involved frequent code switching to ensure both he and his grandmother
comprehended what was being said. In family sessions, I translated Michael’s comments into
Spanish to ensure his grandmother’s understanding, and I asked questions or provided reflections
first in Spanish as a way to convey respect for the grandmother before repeating the same idea in
English for Michael. This allowed me to support clearer communication between Michael and
his grandmother.
I am also aware of the impact of my own identify and social location as a white, nonLatina service provider who has learned Spanish as a second language. Due to my background,
there are gaps in my cultural understanding and in my linguistic abilities, particularly given the
variations in accent, vocabulary, and expressions that are so common among different varieties
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of Spanish and the wide range of cultural diversity with the Latinx community. Direct discussion
of this with clients would serve to create space to discuss the impact of these identities on
treatment and for everyone involved to raise questions when things I say might be unnatural or
confusing, while I ask for clarification when I do not understand something. I have also not
received any training in providing bilingual or Spanish language services, and this is something
that would greatly benefit my work and the families I serve. While bilingual and bicultural
supervision is largely seen as an important part of training for clinicians providing dual language
services, this has not been available to me, which highlights the severe lack of Spanish-speaking
providers, especially at the senior levels.
Telemental Health
Both Santiago and Michael also received services through telemental health, though their
levels of engagement varied. Both children were enrolled in remote learning for at least part of
the time that we worked together, and they spent a large amount of time engaging with adults
virtually. Santiago was able to engage quickly, and he was familiar with the platform used as his
school used the same program, which increased his comfort with using its special features. He
demonstrated a strong ability to utilize technology and was able to operate the device
independently. Michael had greater difficulty engaging due to his behavioral dysregulation and
hyperactivity. During moments of dysregulation, Michael put the device down and walked away
from the session, a unique challenge of telemental health. Additionally, his grandmother’s
unfamiliarity with technology and discomfort with using the platform due to her abilities created
an obstacle when the program disconnected or otherwise did not function properly.
Access to devices and the internet can also play a significant role in many families’
engagement with telemental health services. Both of these families had access to reliable
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internet, which allowed for greater continuity and fewer interruptions in our sessions. Both
families also accessed the videocall platform via a cell phone, which may not be optimal. Due to
its small screen size, features such as a virtual white board and various virtual games can be
difficult to operate on this device. However, many families do not have access to tablets or
computers. In providing telemental health services beyond the COVID-19 pandemic, it will be
important to consider a family’s access to devices in determining whether this modality is
appropriate.
Santiago and Michael both had additional family members participate in various roles in
their treatment, when they may not have otherwise had any role in their services. Santiago’s
sister was able to engage with me during what was ultimately our final session, and the
possibility of conducting family sessions to address Santiago’s mother’s goal of improving
family communication was greater due to the telehealth platform, which allowed the family to
participate in services together while in their home without having to bring all family members
to the clinic. In Michael’s case, I was able to observe naturalistic interactions between Michael
and his teenage brother. This provided valuable clinical information on how Michael and his
brother interact and how these interactions impact Michael emotionally. In both cases, by being
able to be with the family virtually in their home, I was able to learn more about their
environment and how family members typically interact with each other, information that might
be harder to obtain in an office or clinic. Additionally, due to the fact that we were working
together during an unprecedented public health crisis, telemental health allowed these families to
access needed supports while in-person services were not able to be provided safely.
Additionally, both Santiago and Michael experienced extended interruptions to their
services due to an extended break in my field placement. Michael also experienced a break in
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services while he and his grandmother were ill with COVID-19. Each of these families
responded differently to these breaks. In Santiago’s case, his mother chose to end services soon
after our sessions resumed. It is possible that this break may have contributed to her request to
terminate. Other factors may have also played a role in her decision, including her medical
concerns, possible feelings of having overshared, dissatisfaction with Santiago’s progress, or
cultural differences. This highlights the importance of frequently eliciting feedback to understand
where ruptures in the therapeutic relationship may be occurring and to troubleshoot any barriers.
In contrast, Michael returned to services after our extended break and also after recovering from
COVID-19, even attending a session held on his birthday. His grandmother even grew more
communicative with me after their recovery and spent more time engaging with me and sharing
her concerns, even in spite of her discomfort with technology and the significant pain she
continued to experience due to her chronic health conditions. It is unclear what might have
contributed to her decision to engage more in services after their illness. Her dissatisfaction with
Michael’s medication dosage likely played a significant role in her increased desire to receive
help and support. It is also possible that continued engagement during their illness through phone
calls might have helped to maintain the therapeutic alliance during this break.
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Conclusion
Early childhood trauma impacts many children across all communities, and it is
important to intervene rapidly and provide mental health services to support children’s recovery
and resilience and to prevent lasting developmental disruptions. Trauma can have a significant
impact on a child’s immediate presenting behavioral concerns, and it is important to identify and
address early in order to work to prevent long-term negative health outcomes. Due to shifting
demographics in the United States, there is likely to be an increasing need for bilingual and
bicultural mental health services providers to provide this treatment. Telemental health services
are also becoming more widely available to clients, and it is important to take into consideration
various factors, including the advantages and challenges of this modality, in determining whether
this is an appropriate option for a particular child and family.
The COVID-19 pandemic and its effects have been traumatic for large numbers of
people, and while we do not fully understand the long-term implications of this public health
crisis at this time, it is likely to continue to have an impact for many years to come, particularly
for the children whose lives have been so profoundly disrupted. Additionally, the disparate
impact of the pandemic on communities of color, particularly Black and Latinx communities, has
highlighted and exacerbated existing inequalities, with these communities facing a greater risk of
trauma due to higher death rates and greater financial losses associated with unemployment.
There is likely to be an increased need for mental health care due to the impact of this crisis far
into the future, including a significant need among immigrant and Spanish-speaking families. It
will be important to identify symptoms of traumatic stress in children resulting from their
experiences and work to intervene quickly in a culturally and linguistically appropriate manner
in order to continue to promote children’s overall healthy development and wellbeing.
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